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LIEN FOR MEDICAL PAYMENTS UNDER ALABAMA MEDICAID AGENCY
o ANWA Tohn David Wolfe S,
Whereas, JOHN WOLEE SR: . (“Medicaid Claimant™) is justly indebted to the Alabama Medicaid
Agency (“Agency”) to the extent that the Agency has paid medical benefits for Medicaid Claimant under the Alabama
Medicaid Program (“the Program™); and

WHEREAS, Medicaid Claimant may hereafter become indebted to the Agency to the extent that the Agency pays future
benefits for Medicaid Claimant,

NOQW, therefore, in order to secure the repayment of said indebtedness and in order for Medicaid Claimant to obtain
medical benefits under the Program, the Medicaid Claimant, joined by gl__lis )(her) spouse, does hereby GRANT, BARGAIN,
SELL, ASSIGN and CONVEY unto the Agency, its successors and assigns, a lien for the full dollar value of said medical

benefits paid and to bé paid, on the following described real estate situated in SHELBY _____County, Alabama
to-wit:
LEGAL DESCRIPTION
SUB DIVISON1; WATERFORD HIGHLANDS SECTOR 1 MAP BOOK: 27 dﬁﬁ@%% 5*%
SUB DIVISON2: MAP BOOK: 00 PAGE: 000 jﬁb {ﬁ X ﬁ“’?ﬁ "
. . . _ ‘; *’:"% {':'?":Hﬂ
PRIMARY BLOCK: SECONDARY BLOCK: Fi S TN\
PRIMARY LOT: 373 SECONDARY LOT: éﬁ‘ oy i '
METES AND BOUNDS: .
1y
Bl !
ﬁf;h ! .;.i“

Subject, however to all existing liens now on said property.

Notice of this lien will be recorded in said County. The dollar value of this lien as it may exist from time to time, may be
obtained by writing to: Lien Office, Alabama Medicaid Agency, Post Office Box 5624, Montgomery, Alabama 36103-5624.
This lien shall be due and payable upon the sale, transfer or lease of said property, or upon the death of Medicaid claimant,
and shail otherwise be enforceable in accordance with the Iimitations of 42 U.S.C. s1396a(18) as the same may be amended.

IN WITNESS WHEREOF, the undersigned has duly executed this instrument to voluntarily grant the aforesaid lien on

this the _ ﬁ __day of _ “Mo-- P — 202.} -

SPOUSE
f- H‘:‘:*"‘:”“ S WITNESS

ADDRES / : ._ fT e ADDRESS

TELEPHONE: __(20%) Qb1 ~1o%6 TELEPHONE: _305 QL oW
! v | '.4" .k T
STATE OF ALABAMA 3 ~ 5;-:-*2 lonn wo\$c TS. \PM fov |
COUNTY OF...de§ %, - o hael L Matlow |
I, the unders:gned A Nﬁtary Pubhc in and for said State and County; héreby certify that Jown Wolle 5@ whose M€  POR
name as an Alabama Medicaid clalmant, a (single)(married) person, is sngned to the foregoing insttument, and _,Jole€N¢ S. wolte 1
(his)(her) spouse, whose name is also signed to said instrument, acknowledged before me on this day that being informed of

‘éow uug SUSE &

}uler my hand and (cial seal ﬂ'llS _}‘.he __B____day nﬁ _

\ \’t\ll m ents of said instrument (they (he)(she} executed the same volﬁntzirﬂy on the day the same bears date.
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